Case history A 28 year old man was admitted to the HIV unit with a history of cough, fever and breathlessness. He claimed to have had a positive test for HIV antibody at a hospital in the North of England 3 years previously, and thought he had contracted the infection through homosexual contact. He described numerous admissions to at least three different hospitals in the preceding three years for treatment of gastrointestinal bleeding, multiple abscesses, chest infections and trauma, and claimed to have been treated for six months with zidovudine for symptomatic HIV infection. He also described approximately 20 previous suicide attempts, and 24 We found 12 cases of feigned HIV infection (of whom Munchausen's syndrome could clearly be diagnosed in at least four), presenting to our unit in 5 years, during which time a total of 714 patients were admitted to the inpatient unit, giving a prevalence of 1.7%. This suggests that the problem is much more common than previously recognised.
Four of the twelve patients had genuine medical problems which required treatment, although they were HIV antibody-negative. All patients claimed to be in groups at high risk for HIV infection. Previous authors'8 have reported a high prevalence of drug use amongst patients feigning HIV infection. Six of our patients had a history of injecting drug use, and two further patients were suspected drug users; of all patients admitted to the unit during the period of the study whose risk factor for HIV infection could be identified, only 7.2% were injecting drug users. Three patients (two of whom were injecting drug users) claimed to have been tested for HIV antibody whilst in prison. Levine8 and Cooke25 described patients who were genuinely HIV antibody-positive but feigned AIDS; we encountered no such patients in our study. One patient (Patient 7) presented originally claiming to have been found to be HIV antibody-negative but repeatedly positive for HIV p24 antigen at another hospital. She claimed to have forgotten the false name she had used at the previous hospital, making it difficult to corroborate her story. She was found to be negative for both HIV antibody and p24 antigen, and her records at the previous hospital were eventually traced, confirming that she had never tested positive for HIV antigen or antibody. She continued to inject drugs. Two years later she presented requesting termination of pregnancy, and was found to be HIV antibody-positive.
In some patients with feigned HIV infection the diagnosis was suggested by a discrepancy between the patients' history and appearance; two patients with factitious AIDS described 5 prior major opportunistic infections each, but both appeared remarkably healthy and well-nourished. It (table) . It is also important to attempt to confirm previous histories as soon as possible, by contacting the hospitals the patient has previously attended.
Of our twelve patients, two discharged themselves before receiving the result of their HIV antibody test, eight were informed of the result and discharged, one was not tested for HIV antibody until followed up after his admission to hospital, and one was not informed of the result. We are aware that at least four of the patients have continued to feign HIV infection after discharge from our unit. Others have suggested that a centralised register might aid earlier detection of patients with factitious disorders'0; this would probably not contribute to earlier recognition of cases, however, and would compromise confidentiality.26 Psychiatric treatment of patients with factitious disorders is rarely successful,25 and the main aim of identifyAing patients with feigned HIV infection remains the avoidance of potentially dangerous and costly26 investigation and treatment.
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